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This preliminary study examined how patients’ defense
mechanisms and psychotherapists’ techniques influence
early alliance formation. The authors assessed the
relationships among defense mechanisms, therapist
interventions, and the development of alliance in a
sample of 12 patients undergoing Brief Psychodynamic
Investigation (4 sessions). Alliance development
occurred rapidly and was clearly established by the
third session. Neither defensive functioning nor
supportive or exploratory interventions alone
differentiated early alliance development. However, the
degree of adjustment of therapists’ interventions to
patients’ level of defensive functioning discriminated a
low alliance from both improving and high alliances.
The adjustment of therapeutic interventions to patients’
level of defensive functioning is a promising predictor of
alliance development and should be examined further,
alongside other predictors of outcome.

(The Journal of Psychotherapy Practice and
Research 2001; 10:155–164)

The therapeutic alliance is one of the most robust
predictors of outcome in psychotherapy.1 There

appear to be two qualitatively different phases in the
course of the alliance, indicating that early alliance is a
slightly more powerful predictor of outcome than alli-
ance averaged across the treatment or in mid-treat-
ment.1,2 Alliance late in treatment is not as predictive,
perhaps because different therapeutic tasks are involved
at that stage. For instance, Safran and co-workers3,4 found
a cycle of rupture followed by repair in the alliance, as
predicted in psychoanalytic theory. In general, therapist
interventions foster a high therapeutic alliance when
there is a good match between therapist’s activity and
patient’s receptivity, all occurring in an atmosphere of
emotional mutuality and egalitarianism.2 The therapist’s
actions themselves address the patient’s issues, but the
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influence on alliance depends on how attuned these ac-
tions they are to certain patient factors. Defense mecha-
nisms are one such set of factors. The aim of this study
was to examine the adjustment of the therapist’s inter-
ventions to the patient’s defense mechanisms as it influ-
ences the early development of the therapeutic alliance.

How the early and the late alliance emerge in the
patient–therapist relationship is a question crucial for
learning how to influence alliance development. Beyond
measuring the alliance, it is important to understand the
patient and therapist factors contributing to the devel-
opment of early alliance, as well as how these factors
interact. Frieswyk et al.5 suggested that the patient’s con-
tribution alone influences alliance. By contrast, O’Malley
et al.6 suggested that patient involvement is not solely an
antecedent patient characteristic, but rather seems to de-
velop over the first few sessions, probably as a result of
the therapist’s actions. Crits-Christoph et al.7 empirically
demonstrated that the abilities to maintain a positive al-
liance and repair negative elements during treatment are
intimately connected to the technical interventions made
by the therapist. However, the nature of the relationship
between therapist interventions and patient characteris-
tics still has to be clarified.8

Patients’ defensive functioning may affect alliance
development. Vaillant9 suggested that intermediate-
level defenses, such as rationalization, reaction-
formation, and intellectualization, may interfere with
an individual’s capacity to engage in self-exploration. If
such defenses play a fundamental role in affecting a
therapeutic alliance, any change in them may depend
on the frequency with which the therapist addresses or
interprets these defenses. For instance, Foreman and
Marmar10 found that the therapist actions that occurred
most frequently in cases with improved alliance and
good outcome were 1) addressing the subject’s defenses,
2) addressing the subject’s guilt and expectation of pun-
ishment, 3) addressing the subject’s problematic feelings
in relation to the therapist, and 4) linking the problem-
atic feelings in relation to the therapist with the subject’s
defenses. Following Winston et al.,11 but using different
methods, we wished to determine how the adjustment
of the therapist’s interventions to the patient’s defense
level predicts outcome. We hypothesized that when ad-
dressing defense mechanisms, it is important that the
psychotherapist adjust his or her interventions to fit the
patient’s level of personality organization and ego
strength.12–14 From this point of view, the level of de-

fensive functioning is one measurable facet of the level
of personality organization.12,14

From the perspective of dynamic psychotherapy,
two broad types of intervention can be distinguished by
their aims: interventions that offer support, and those
that foster psychological exploration and understanding
(interpretations). The appropriate proportions of these
two types of intervention depend mainly on the pa-
tient’s characteristics, including symptoms, functional
level, and personality features such as underlying per-
sonality structure, defensive level, and ego strength.12,13

Gaston and Marmar15 suggested that when patients
have difficulty in establishing an alliance, a greater pro-
portion of supportive interventions will be more bene-
ficial. We believe that the therapist has to choose the
appropriate proportion of supportive to exploratory
interpretations, giving consideration to the level of de-
fensive functioning as an immediate indicator of per-
sonality organization and ego strength in a given
session. We therefore hypothesized that the therapist
will influence the early development of a positive alli-
ance when there is a positive adjustment of therapeutic
interventions to the patient’s defensive functioning, de-
fined as follows: whenever the patient’s defensive func-
tioning is low the therapist must be more supportive,
whereas whenever the patient’s defensive functioning is
high the therapist should use more interpretive tech-
niques.

This study considers two questions. The first is
whether the patient’s defensive level affects early alli-
ance-building—specifically, is lower defensive function-
ing associated with poorer alliance development? The
second is whether the development of alliance is influ-
enced by the level of adjustment of therapist interven-
tions to the patient’s level of defensive functioning—
specifically, does the optimal adjustment of intervention
types differ with different levels of defensive functioning?
This latter is a specific case of the more general propo-
sition that alliance will improve when the therapist op-
timally adjusts technique based on the patient’s level of
functioning. This is a preliminary report of a larger pro-
ject examining the influence of intervention adequacy on
alliance development in patient–therapist dyads engaged
in Brief Psychodynamic Investigation (BPI).16

METHODS

Patients and Therapists

All subjects were outpatients requiring psychiatric
or psychotherapeutic assessment at the university out-
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patient clinic. Each received an information document
and gave written informed consent. Study selection cri-
teria included the following: at least 18 years old; at least
one diagnosis present from the following three groups:
anxiety disorders, depressive disorders, or personality
disorders. Exclusion criteria included any psycho-
organic or delirium disorder, any substantial alcohol or
drug dependence, schizophrenia or other psychotic dis-
orders, bipolar disorders, mental retardation, and anti-
social personality disorder. Diagnosis was made by an
independent researcher on the basis of a formalized
semistructured interview,17 using DSM-IV criteria.

The five participating psychotherapists completed
their training in psychiatry and psychotherapy in ac-
cordance with the rules of the Swiss Medical Federation
and the Swiss Society of Psychiatry and Psychotherapy.
All had extensive backgrounds in both long-term and
short-term psychoanalytic psychotherapies (mean�19
years of experience, range 8–38 years).

Treatment

Considering how rapidly alliance develops, we
chose to study it as early as possible. Developed in Lau-
sanne, the BPI (previously called SPI) is a formalized 4-
session technique of assessment for psychodynamic
psychotherapy that focuses on the reasons for the con-
sultation and the early interaction between the patient
and therapist.16 The main objectives of the BPI are to
establish a diagnosis, further the development of the
early alliance, and develop an optimal plan to resolve
any crisis situation with which the patient presents. The
therapist helps the patient view his or her difficulties in
a deeper way to facilitate choosing the best treatment
relative to his or her disorder and expectations. After
the first or at the beginning of the second interview, the
consultant offers the patient an initial interpretation
built on a hypothesis about the crisis. The therapist pro-
poses three more sessions to discuss it, followed by an
evaluation after the fourth interview. The interviews are
nondirective, encouraging free association. Training for
BPI was based on a manual and involved continuous
participation of therapists in a 4-year supervision sem-
inar with the author of the method, which employed
videotaped sessions. Training and supervision was fin-
ished before the research began.

Sample

In the present study sample (N�12), the mean age
was 28.5 years (SD�12.5); 11 patients were women, 9

were single, 2 were married, and 1 was divorced; 9 were
college educated. After the BPI, 10 patients decided to
continue with a psychotherapy and 2 decided not to
pursue further treatment.

Alliance Profiles

The Helping Alliance Questionnaire, HAQ-1,18

was used for measuring the alliance. The patient com-
pleted it at the end of each interview. Examination of
the first 21 patients from the total sample of 60 patients
in the larger study showed that the mean alliance im-
proved at each successive BPI session and that values
at each session were strongly intercorrelated (Pearson’s
r, range 0.65 to 0.85). We defined the level of the alli-
ance for each subject at each session as either low or
high based on its being below or above the mean for
the whole sample combining all four sessions. This re-
sulted in three clearly different patterns of the evolution
of the alliance: pattern I: alliance is high and stable
(n�7); pattern II: alliance is continuously improving
during BPI (n�10); pattern III: alliance is low and sta-
ble (n�4). Although theoretically expected, no decreas-
ing or unstable profile of evolution has been observed
to date. The three patterns were subsequently con-
firmed by visual inspection as well as by cluster analysis
using the Ward method19 on the 21 subjects. We then
selected as our sample (N�12) the first 4 subjects in
order of admission who showed each profile, in order
to study the contribution of defense mechanisms and
therapist interventions for each pattern group.

Psychodynamic Instruments

The original version of the Defense Mechanism
Rating Scales (DMRS) is American.20 We used the
DMRS quantitative scoring described in the manual,
with calculations being carried out for Overall Defen-
sive Functioning scores (ODF), Defense Level Scores
(DLS), and the proportion of specific defense mecha-
nisms for each session. However, because of the small
sample size, examination of the specific defenses will be
deferred until a larger study sample is available. Studies
have supported the validity and interrater reliability of
the method.20–22 Studies using the DMRS on assess-
ment interview data have yielded acceptable reliability
for the summary and ODF scores.23 More recent ap-
plications to psychotherapy sessions have yielded intra-
class R�0.70 interrater reliability on individual defense
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FIGURE 1. Scales used to measure adjustment of interventions to defense mechanisms. ESIL�Expressive-Supportive Intervention
Level; ODF�Overall Defensive Functioning scores; WES�work-enhancing strategy; CA�contractual arrangement.

Intervention Scale (ESIL) Defense Scale (ODF)

Transference interpretation

Defense interpretation 3

Defense interpretation 1

Question, clarification, WES

Reflection

Support strategy, CA

Association

7 7

11

Mature

Obsessional

Hysterical, other neurotic

Minor image-distorting

Disavowal

Major image-distorting

Action

scores per session, and intraclass R�0.89 for the ODF
score.22 The French version yielded comparably high
reliabilities for the defense level and ODF scores, with
both attaining intraclass R�0.80.

The Psychodynamic Intervention Rating Scales
(PIRS) identifies nine types of interventions based on
psychodynamic psychotherapy and broadly divided
into three categories: interpretive, supportive, and ther-
apy-defining.24 Each intervention is identified through-
out an interview transcript, and the raw count is
expressed as a proportion of all interventions. In a study
of brief psychotherapy, the interrater reliabilities of the
categories varied from kappas of 0.83 to 0.99.25 Some
support for the construct validity of the PIRS was ob-
tained by finding relationships between class of thera-
pist intervention offered and the patient’s initial level of
distress, and between subsequent therapist elaboration
and patient outcome. The present study, using a French
version, yielded comparable interrater reliability for
each category, with all kappas greater than 0.75.

We devised the following method to measure the
adjustment of therapist interventions to the level of pa-
tient defensive functioning. The patient’s level of de-
fense functioning is summarized by the ODF, ranging
from 1 (corresponding to low-level action defenses) to
7 (corresponding to high-level adaptive defenses), as
shown in Figure 1. In an analogous manner, we con-
structed an Expressive-Supportive Intervention Level
(ESIL) summary score for the PIRS by rank-ordering
the intervention scores from the most supportive (1) to
the most exploratory (7) and taking a weighted average
(Figure 1). Acknowledgments (e.g., “Uh-hunh”) by the
therapist are omitted because they are considered neu-
tral interventions. In a schematic way, one can then rep-
resent the adaptation of the therapist’s interventions

(ESIL) to a given patient’s level of defensive functioning
(ODF) in a session as a ratio (ESIL/ODF), which we
designate the Adjustment Ratio (AR). We transform AR
into z-scores for further data analyses. We can then ex-
amine the Adjustment Ratio for each session as a pre-
dictor of some outcome, such as the pattern of alliance
development.

RESULTS

Assessment of the first session yielded the following
means, standard deviations, and ranges: Overall Defen-
sive Functioning (ODF), 4.47�0.69 (3.44 to 5.55); Ex-
pressive-Supportive Intervention Level (ESIL),
3.82�0.31 (3.44 to 4.42); raw Adjustment Ratio,
0.87�0.13 (0.67 to 1.15); and self-report HAQ-1,
13.08�10.56 (–1 to 28). In addition, the mean alliance
on HAQ-1 across all four sessions was 15.71�10.17
(range –1.75 to 27.50).

Early Alliance Building

The mean alliance score was successively higher
for each session (session 2: 14.17�9.48; session 3:
16.42�12.64; session 4: 19.18�11.14). Comparing the
first and fourth session yields a within-condition effect
size of 0.58 for improvement in the alliance. Within this
overall finding, three distinct profiles were evident (Fig-
ure 2). In the first and second sessions, Profile II (im-
proving alliance) was not statistically different from
Profile III (low, stable alliance), whereas by the third
and fourth sessions, Profile II was statistically different
from Profile III, but not from Profile I (high, stable al-
liance).
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FIGURE 2. Alliance during short psychotherapeutic
interventions (N�12). Significant group effects:
aScheffé’s F�28.71, df�2, P�0.0001, with no
difference between Profiles II and III.
bF�11.52, df�2, P�0.003.
cScheffé’s F�16.51, df�2, P�0.001, with no
difference between Profiles I and II.
dScheffé’s F�17.03, df�2, P�0.001, with no
difference between Profiles I and II.

Profile I  :  High and stable alliance (n=4)
Profile II :  Improving alliance (n=4)
Profile III :  Low and stable alliance (n=4)
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Defenses: Examination of the summary defense scores
for the first session yielded the following: neither ODF
nor the seven defense-level scores alone differed across
the three alliance groups (data shown only for ODF,
Table 1).

Therapist Interventions: In a simple linear regression
analysis using all subjects together, ESIL at the first ses-
sion predicted level of alliance in the first session
(F�8.38, df�1,11, P�0.01). However, as Table 1
shows, ESIL was not different across the three profile
groups. At the first session, the Profile I group (high,
stable alliance) had the highest ESIL score, although the
difference was nonsignificant, suggesting that the ther-
apists were already somewhat more exploratory with
high-alliance patients at this session.

Adjustment: In simple linear regression using all sub-
jects, Adjustment Ratio at session 1 predicted alliance
at sessions 3 (F�8.06, df�1,11, P�0.02) and 4
(F�7.88, df�1, 11, P�0.02), as well as subject’s mean
alliance across all four sessions (F�10.43, df�1, 11,
P�0.009). The AR was significantly different across al-
liance profile groups at the first session (see Table 1), in
which Profiles I and II did not differ from one another,

whereas both differed from Profile III. The low mean
AR for the Profile III group (low, stable alliance) indi-
cates that for a given level of ODF, those therapists of-
fered a greater level of support than did those in the
other profile groups.

CLINICAL EXAMPLES

We present three cases in which alliance was low in the
first session. These cases illustrate the differential rela-
tionship between initial defensive functioning and ther-
apist interventions.

Case 416. Miss A. was a 25-year-old student in mathemat-
ics who sought help because of complaints of difficulties in
her relationships with men. She had previously tried to
practice relaxation on her own for her anxiety, but without
success. She reported that her mother was not supportive
enough to her and her father was involved with many extra-
marital affairs. She appeared intelligent, well dressed, and
somewhat masculine. During the initial interview she tried
to avoid crying, without success. On Axis I she had both
major depression and social phobia; on Axis II she had
avoidant personality disorder. Her defensive functioning was
characterized chiefly by minor image-distorting (narcissistic)
defenses, with some obsessional and hysterical defenses.

In the initial session the therapist first tried to help Miss
A. express her feelings, but did so by using too supportive
an approach (associations, support strategies, and reflec-
tions). The therapist did not interpret the conflict between
her wish to be able to control her emotions independently
and her antithetical wish to be helped passively without hav-
ing to ask for it. Not addressing her wish to remain in con-
trol and instead relying on a highly supportive approach
actually triggered a counterdependent reaction. The alliance
remained at a low level, and there was a small decrease in
distress reflected in the GSI score of the SCL-90-R (as
shown in Table 2).

Case 417. Miss B. was a 20-year-old student in sociology
who complained of conflicts with her boyfriend. She blamed
her mother for being incapable of keeping the patient’s fa-
ther from leaving the family and for subsequently becoming
somewhat exclusive in her relationship to her second hus-
band. Miss B. presented with depressed mood, which did
not mask her intelligence and subtlety. Although potentially
attractive, she appeared a bit untidy. On Axis I she suffered
from dysthymia, panic disorder without agoraphobia, and
specific phobia (claustrophobia); she also had depressive
personality disorder. Her defensive functioning was quite
similar to Miss A.’s in case 416, with predominantly minor
image-distorting (narcissistic) defenses and some obsessional
and hysterical defenses.

In the initial session the therapist often confronted the
patient, interpreting to her how she tried to maintain her in-
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TABLE 2. Scores at the initial session for three cases and subsequent alliance pattern and change in SCL-90 scores

Case Sex, Age ODF ESIL Adjustment Radio (ESIL/ODF) Alliance Pattern D SCL-90

416 F, 25 4.57 3.23 0.71 III (low-low) �19%
417 F, 20 4.58 4.01 0.88 II (low-high) �58%
419 F, 25 3.51 3.29 0.94 II (low-high) �76%

✒ Note: ODF�patient’s Overall Defensive Functioning score; ESIL�therapist’s Expressive-Supportive Intervention Level score;
D SCL-90�percentage change in Symptom Checklist-90-R score over four sessions.

TABLE 1. Patient defenses, therapist interventions, and their Adjustment Ratio as predictors of alliance and alliance pattern
(mean�SD)

Defenses and Interventions
Measured at First Session

Alliance Pattern ODFa ESILb Adjustment Ratio (ESIL/ODF)c
Mean HAQ-1 Alliance,

All Four Sessionsd

Profile I (high, stable) 4.40�0.44 4.04�0.18 0.94�0.16 24.6�2.9
Profile II (improving) 4.26�0.28 3.75�0.39 0.93�0.07 18.9�4.6
Profile III (low, stable) 4.95�0.24 3.68�0.88 0.75�0.06 3.6�6.0

✒ Note: ODF�patient’s Overall Defensive Functioning score; ESIL�therapist’s Expressive-Supportive Intervention Level score;
HAQ-1�Helping Alliance Questionnaire.
aF�2.01, df�2,9, P�0.19 across profiles.
bF�1.63, df�2,9, P�0.25 across profiles.
cF�4.15, df�1,3, P�0.05 (profile I�II; I�III, P�0.03; II�III, P�0.04).
cF�21.69, df�2,9, P�0.0004 (Fisher’s post hoc test, I�II, P�0.11; I�III, P�0001; II�III, P�0.001).

dependence in order to avoid her fear of being rejected
whenever she adopted a more passive role. The patient
agreed and made an effort to understand her internal con-
flicts better throughout the sessions. The moderately high
degree of questioning, clarification, and interpretation of her
conflicts was well adjusted to her level of defensive function-
ing. The patient’s alliance continuously improved over the
four sessions, and there was a large decrease in distress (see
Table 2).

Case 419. Miss C. was a 25-year-old secretary. She pre-
sented with strong feelings of jealousy toward her sister, who
was pregnant, and with depressed feelings following a series
of unsuccessful affairs. She was not satisfied at her job and
described some overly ambitious professional projects. She
reported she had been treated poorly by both her mother
and father, but had only recently recognized this. She was
tall and dressed without any attempt to appear attractive.
Her affect was depressed, and she cried a lot initially. The
therapist felt she acted as if she were much younger than
her stated age. On Axis I she reported having a major de-
pressive episode and specific phobia, while on Axis II she
had both borderline and depressive personality disorders.

Her defensive functioning was characterized heavily by
lower-level action and disavowal defenses. The therapist re-
flected her depressed feelings back to her, offering suppor-
tive associations and suggestions, as well as linking her
distress to her recent attempts to confront the painful memo-
ries that she had previously long denied in order to protect
her self-esteem. This highly supportive approach communi-
cated a sense of empathy for the patient’s distress while al-

lowing the therapist to maintain an interpretive-exploratory
attitude that was well adjusted to the patient’s relatively low
level of defensive functioning. The alliance continuously im-
proved across the sessions, and there was a large decrease in
distress (see Table 2).

Discussion of Clinical Examples: As Table 2 shows, the
patients in two of the cases (416 and 417) had similar
levels of defensive functioning but differed in the level
of interventions (ESIL) offered by the therapist, thus
yielding different Adjustment Ratios. On the one hand,
there was little difference in the proportions of transfer-
ence and defense interpretations (see Table 3). But the
therapist used more questions, clarifications, and work-
enhancing strategies and correlatively fewer reflections,
support strategies, contractual arrangements, and asso-
ciations with case 417 than with case 416. Overall, the
general approach with the patient in case 417 was more
exploratory and dynamic and less supportive than in
case 416. Given that the two patients had similar defen-
sive functioning (as shown in Table 4), the higher ex-
ploratory-interpretive mix in case 417 led to a growing
alliance. The patient in the third case (419) had a mark-
edly lower level of defensive functioning, but the ther-
apist offered a much more supportive level of
interventions (lower ESIL), which yielded a good Ad-
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TABLE 4. Relative distribution of Defense Mechanism Rating Scales categories for three cases: 416, 417, 419

Percentage

Case ODF n
Level 7
Mature

Level 6
Obsessionnal

Level 5
Other Neurotic

Level 4 Minor
Image-Distorting

Level 3
Disavowal

Level 2 Major
Image-Distorting

Level 1
Action

416 4.57 28 11 18 18 32 18 0 4
417 4.58 57 11 21 14 32 19 0 4
419 3.51 41 5 17 10 17 22 2 27

✒ Note: ODF�patient’s Overall Defense Functioning score; n�number of defense mechanisms during session 1.

TABLE 3. Relative distribution of PIRS categories following ESIL construction for three cases: 416, 417, 419

Case ESIL n
Level 7
TI, DI5

Level 6
DI3

Level 5
DI1

Level 4
Q,Cl, WES

Level 3
Refl

Level 2
SS, CA

Level 1
Assoc

416 3.23 115 0.9 1.8 2.8 56.0 6.4 16.5 15.6
417 4.01 86 2.9 2.4 2.4 91.7 1.2 2.7 0.0
419 3.29 139 0.0 2.9 2.9 50.0 5.7 24.3 11.4

✒ Note: PIRS�Psychodynamic Intervention Rating Scales; ESIL�therapist’s Expressive-Supportive Intervention Level score; n�number of
interventions during session; TI�transference interpretation; DI�defense interpretation; Q�question; Cl�clarification; WES�work-
enhancing strategy; Refl�reflection; SS�support strategy; CA�contractual arrangement; Assoc�association.

justment Ratio. The patient’s heavy reliance on action
defenses would have been very challenging; the thera-
pist still offered some interpretation and exploration,
but heavily buffered by a high proportion of supportive
interventions similar to those offered in case 416. This
mix led to an improved alliance (Profile II). Overall, the
patients in cases 417 and 419, who differed widely in
defensive functioning but had similar Adjustment Ra-
tios (around 1), both developed an improved alliance
(Profile II) along with a substantial drop in SCL-90-R
scores.

Two more points arise from these three cases. First,
cases 416 and 417 had the same BPI therapist. This
suggests that Adjustment is a descriptive parameter that
is not, per se, a stable attitude of a therapist. Instead, it
represents some unique interpersonal dynamic between
patient and psychotherapist. Second, after having read
the transcribed sessions of the above cases carefully, we
found it very difficult to find clear examples of outstand-
ingly good or bad interventions. This suggests that Ad-
justment is a descriptive, quantitative concept of the
therapist’s overall interventionist attitude, rather than
an indicator of particular successful or deleterious in-
terventions. What seems important is the general and
constant exploratory attitude throughout the initial ses-
sion, and not a precise comment at a specific moment.
This hypothesis requires confirmation, but it is compat-
ible with the findings cited above that early alliance is
associated with the affective part of the relationship1,2

and late alliance reflects more the state of a process of
rupture and repair.3,4

DISCUSSION

The major limitation of this pilot study is the small sam-
ple size, which results in low power to detect all but
large effects. We adapted to this by limiting ourselves
to only four variables of interest: overall defensive func-
tioning, therapist interventions, and their adjustment ra-
tio as predictors of the developing therapeutic alliance
reported by the patient. Nevertheless, there are a num-
ber of more specific questions to address, such as the
influence of specific defenses like denial. These ques-
tions will await a larger sample size.

Another limitation is that the design was naturalistic
and observational. Patients were not randomized to dif-
ferent levels of interventions at given levels of defensive
functioning. In practice, such an experiment might be
quite hard to construct and carry out without adversely
distorting the treatment. Nevertheless, the interpreta-
tion of our findings requires caution, in that other inter-
vening factors may have influenced the results. In
viewing this limitation from a different perspective, our
longitudinal design considers each patient’s four-session
evaluation as a naturalistic experiment. The results,
when theoretically predicted, have some confirmatory
value for the overall theory that therapists’ interventions
must be adapted to the patient’s level of functioning to
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produce a desirable effect. Naturalistic experiments
serve similar confirmatory roles in any area of science.

In this study, patients’ alliances differentiated very
rapidly over the four-session Brief Psychodynamic In-
vestigation into three patterns. The finding that the al-
liance patterns were differentiated by the third session
concurs with the observation by O’Malley et al.6 that
alliance was formed by the third session in short-term
psychotherapy. A high, stable alliance (Profile I) would
be considered the most desirable, reflecting a therapy
that starts with a good therapeutic alliance and stays on
course, presumably to yield whatever positive outcomes
are associated with a good alliance. However, to im-
prove the way BPI is conducted, it is more informative
to understand the factors predicting the differentiation
of the other two alliance profiles. Patients with a low
alliance at the first session diverged by the third session
into either those with an improving alliance (Profile II)
or those with a continuing low alliance (Profile III). To
date we have not detected two other potentially prob-
lematic profiles: a high initial alliance followed by de-
terioration, and a vacillating or unstable alliance. The
latter may show up only in treatments of greater length.
The remaining analyses, then, addressed the factors that
differentiated the two profiles that diverged from an ini-
tial low alliance.

The patient’s initial overall level of defensive func-
tioning alone did not differentiate these alliance profiles,
suggesting that even patients with low initial ODF can
develop a good alliance. Defense mechanisms can be
considered an aspect of the subject’s personality orga-
nization, and it is widely believed that poorer person-
ality organization is associated with more difficulty
establishing a positive alliance. However, our results
suggest that the defensive functioning level per se is
probably less significant for alliance formation than
how the therapist chooses to intervene given the pa-
tient’s presenting level of defensive functioning.

We found an association between Expressive-Sup-
portive Intervention Level and patient alliance at the
first session only. In the first session, a relatively higher
proportion of exploratory interventions was associated
with high alliance and a relatively higher proportion of
supportive interventions with lower alliance. This may
reflect the therapist’s general style or his or her initial
judgment as to what mix of interventions will be best
for the patient. However, this initial mix of interven-
tions considered alone did not predict subsequent alli-
ance-building. This result is in line with a conclusion in

the review by Orlinsky and Howard.25 To determine the
effects of psychotherapists’ techniques for any model of
psychotherapy requires examining an intervention in
the context of how it is adapted to a specific patient—
that is, in relationship to specific patient characteristics.

To be supportive, in general or in response to a
patient’s level of defensive functioning, may be neces-
sary, but supportiveness alone is not sufficient to con-
tribute to alliance building. Rather, at each level of a
patient’s defensive functioning there appears to be some
specific range of more exploratory interventions that
will be optimal to facilitate growth of the alliance. This
pattern was exemplified in our findings. The patients in
the Profile II (improving) and III (low, stable) groups
received about the same proportions of exploratory in-
terventions, but because of differences in defensive
functioning, the Adjustment Ratio of Profile II was far
closer to that of Profile I (high, stable) than to the sig-
nificantly lower AR for Profile III. Thus, groups I and
II received more optimal proportions of exploration for
their given levels of defensive functioning, leading to
the development of equally good alliances. By contrast,
the Profile III group received relatively fewer explora-
tory interventions, despite a slightly higher given level
of defensive functioning, resulting in no improvement
in alliance. These findings support our hypothesis that
development of a strong alliance requires that the ther-
apeutic interventions be adapted to the patient’s de-
fenses.

Together, our empirical findings are consistent, in
part, with Winnicott’s26 warning that supportive tech-
niques are no substitute for interpretive techniques,
even with regressed patients:

The adaptive technique that must meet a patient’s re-
gression is often classified (wrongly, I am sure) as re-
assurance. We assume that reassurance is not part of
the psycho-analytical technique. The patient comes
into the analytic setting and goes out of it, and within
that setting there is no more than interpretation, cor-
rect and penetrating and well-timed.

Most clinicians and researchers do consider sup-
portive interventions (of which reassurance is one ele-
ment) to be important therapeutic techniques. However,
supportive interventions alone do not appear to have
the power to improve the alliance, which a more opti-
mal mixture of supportive and exploratory interven-
tions does have. Furthermore, the present research
suggests that at higher levels of defensive functioning, a
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proportional increase in exploratory interventions by
the therapist will yield better alliance development.

Apart from its influence on the alliance, Kernberg14

has described the interpretation of lower-level de-
fenses, such as splitting, as a major tool of supportive-
expressive psychotherapy from a clinical point of view.
Support has to be understood in psychoanalytic psy-
chotherapy as aiming to support ego functioning, which
includes defensive functioning, in order to minimize re-
gression and reinforce ego boundaries.

We also expected that a low alliance might be as-
sociated with too high a proportion of exploratory in-
terventions for a given patient, yielding too high an AR
in the Profile II group (low and stable). We did not find
this. It is possible that the extensive training of our par-
ticipating therapists reduced the likelihood of the over-
zealous use of exploration. A larger sample might yet
yield such examples, and other studies of BPI or psy-
chotherapy may find such cases. It is also possible that
extensive interpretation occurs only when the patient
has given enough material to the therapist, which may
require a longer treatment time frame or an already-
developed good alliance.

The training of clinicians to conduct psychotherapy
(or a dynamic investigation) may differ greatly depend-
ing on whether one views the development of a good
alliance as an explicit, primary goal, or as a secondary
indicator of the state of the therapeutic process. The
latter would reflect how well the therapist has adjusted
the level of supportive-expressive interventions to the
patient’s level of defensive functioning or to some other
salient patient characteristic. Further confirmation of
the present results might suggest that training manuals

should give greater consideration to the latter position,
that of adjusting intervention levels to fit the patient.

Although the therapeutic alliance is a conception
common to many forms of psychotherapy, our opera-
tionalization of adjustment is specifically psychody-
namic. Nonetheless, this concept could be applied to
any type of patient or treatment. It would also be in-
structive to examine other treatment models to deter-
mine if they employ a similar concept of adapting the
treatment to a given patient—whether implicitly as gen-
eral advice, or explicitly in relation to a measured pa-
tient characteristic. Are there any treatment models in
which adjustment of interpretations to the patient’s de-
fensive level is not an important predictor? Perhaps our
psychodynamic version of adjustment is a special case
of a more general theory of adaptation of technique
that operates across treatment models. What initially
appears to us as a finding specifically important for
psychodynamic treatment may have some aspects at-
tributable to so-called common factors across treat-
ments. This should be studied. As Lambert and
colleagues27 have said, “Those factors that are common
to most therapies should not be viewed as theoretically
inert nor as trivial.” We would add that even though
common factors have an important role to play, it is
possible that only specific therapy models can produce
or generate them in an effective way.

This study was presented at the 29th Annual Meeting of the
Society for Psychotherapy Research, Snowbird, UT, June 24–
28, 1998. This work was supported by a grant from the Swiss
National Foundation (3200–053901.98). The authors thank
the psychotherapists for their clinical contribution and the pa-
tients who participated in this study.
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